Mrs 'B' is an unstable character, one day depressed and another happy and at present one wonders how long her relationship with Mr 'B' will last. She is not unintelligent and wants to get as much as she can out of the welfare state in the way of benefits and even clothing and mattresses from the health visitor. She is irresponsible and while I was there she received a bill for £20 for Christmas cards she sold for a firm and she tore it up.
The health visitor's role seemed to be rather in question, in relation to problem families. She appeared to be too interested in the health and welfare of the children while the basic problem of the mother's personality and unstable marital relationship was ignored. The health visitor seemed to view the problem family first and foremost as a problem of faulty domestic health and child care standards. The health visitor's role has potential; because of the notification of births, she visits all children and therefore brings all families under review, but has the health visitor the qualification or the time to understand and diagnose the more subtle, psychological problems involved?
Even if the 'B's were rehoused in a new council flat one wonders if they would change their basic way of life. Many problem families still present with the same sort of behaviour after rehousing for the problem is deep rooted in the individuals themselves.
This family illustrates the magnitude of the problem involved. Where should we start? Do we try to solve their various financial, housing, education, health and psychological problems? These difficulties face social workers every day. These families are at the bottom of the pile and likely to stay there unless we break the vicious circle, perhaps through influencing the children to prevent them begetting further problem families.
It is almost an insoluble problem, no one solution can exist, but if by using the term 'problem family' doctors may recognize that the problem exists at all, and cooperate and communicate with the rest of the welfare system about such families, then part of the battle is won, for doctors today must increasingly be aware that they are part of the community and the welfare state and that they cannot practise medicine in isolation.
The following paper was also read: In England and Wales carcinoma of the breast is the leading cause of death from cancer among women. It accounts for more than 10 500 deaths a yearthe second greatest cause is carcinoma of the large intestine (6000 deaths), while carcinoma of the uterine cervix, which gives rise to so much concern, accounts for only 2300 deaths a year. It is surprising, therefore, how little is known about the epidemiology of the condition. Recently Campbell (1972) has summarized the evidence. The salient features are: a remarkable variation in both incidence and death rate between different countries (for example, the agestandardized annual incidence from cancer registries is 59 per 100 000 in Connecticut and 13 per 100 000 in Tokyo); a social gradient, with higher mortality in the higher social classes; a higher mortality in single than in married women; a decline in incidence in married women as parity increases; an increase in mortality in young women over the past two decades; and a suspicion, repeated from textbook to textbook, that lactation may in some way be protective. And that is about all. . The international study was conducted from seven centres representing areas of known high incidence (Boston, USA, and Glamorgan, Wales), intermediate incidence (Athens, Slovenia and Sao Paulo) and low incidence (Taipei and Tokyo). All women admitted to hospital for a first diagnosis of breast cancer from the seven defined populations were interviewed. For each woman with breast cancer the field workers interviewed, as controls, three women without breast cancer, using the same detailed social and reproductive questionnaire.
Summary ofResults
In view of the very great differences in the incidence of breast cancer in the different countries, the relation between incidence and reproductive history was remarkably similar in the seven areas. The risk was from 35% to 50% higher in single than in married women. The cases were of significantly higher socio-economic status than the controls (women who had had sixteen or more years of full-time education were at three times the risk of women who had had less than twelve years). Amongst ever-married women, the risk was consistently higher among the infertile than the fertile and tended to decrease with increasing parity; when the fact that breast cancer patients had had fewer pregnancies than the controls was corrected for, there was no evidence to suggest that lactation or duration of lactation gave any protection. (Even in the areas notable for prolonged lactation, the proportion lactating for a total of five years or more was the same in both cases and controls.)
The most important finding was that in all the areas studied there was a striking relation between the age at which fertile women had had their first child and breast cancer risk, to the extent that those whose first child was born before they were 18 years old were at less than one-third the risk of those having their first child after their 35th birthdays. This explains the observed relationship between parity and risk, since women having their first child when they are young tend to finish their reproductive life at higher parities than those having their first child when they are older. Births after the first appear to have little or no protective effect.
Conclusions
Women who have had no children are undoubtedly at higher risk to cancer of the breast than women who have borne children. The international study has made it clear that lactation has nothing to do with this. It is also clear that the protection afforded by child-bearing is closely related to the mother's age at first birth and that the number of pregnancies has little or nothing to do with it. There is also a social class effect which appears to be independent of age at first pregnancy.
Perhaps the most important of these observations is the protective effect of an early first pregnancy since this focuses attention on a previously neglected areathe effect of first pregnancy on cestrogen profile and on breast structure in relation to the age at which first pregnancy occurs.
Age at first pregnancy plays only a small part in the remarkable international differences in the incidence of breast cancer. The consistent social class effect and the different patterns of agespecific incidence in different countries (suggesting a cohort effect) make the hypothesis that international differences may be due to differences in diet attractive. Patients with the disease could be linked either through contact with each other or through acquaintance with a third (unaffected) person. A characteristic of these links was the long and variable latent period between the presumed transmission of the disease and the onset of clinical symptoms. This study has been impossible to evaluate statistically and the difficulties in interpreting subsequent reports of this kind (Klinger & Minton 1973) have recently been discussed (Smith et al. 1973 , Smith & Pike 1974 .
